Patients with high socioeconomic status (SES) have better cancer outcomes than patients with low SES. This has also been shown in Sweden, a country with tax-financed health care aiming to provide care on equal terms to all residents. The association between income and educational level and diagnostics and treatment as outlined in national guidelines and prostate cancer (Pca) and all-cause mortality was assessed in 74,643 men by use of data in the National Prostate Cancer Register of Sweden and a number of other health care registers and demographic databases. In multivariable logistic regression analysis, men with high income had higher probability of Pca detected in a health-check-up, top versus bottom income quartile, odds ratio (OR) 1.60 (95% CI 1.45-1.77) and lower probability of waiting more than 3 months for prostatectomy, OR 0.77 (0.69-0.86). Men with the highest incomes also had higher probability of curative treatment for intermediate and high-risk cancer, OR 1.77 (1.61-1.95) and lower risk of positive margins, (incomplete resection) at prostatectomy, OR 0.80 (0.71-0.90). Similar, but weaker associations were observed for educational level. At 6 years of follow-up, Pca mortality was modestly lower for men with high income, which was statistically significant for localized high-risk and metastatic Pca in men with no comorbidities. All-cause mortality was less than half in top versus bottom quartile of income (12% vs. 30%, p < 0.001) among men above age 65. Our findings underscore the importance of adherence to guidelines to ensure optimal and equal care for all patients diagnosed with cancer.
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In many countries, cancer outcomes are better in women and men with high compared to low socioeconomic status (SES). 1, 2 This association has also been observed in Sweden, a country with a tax-financed national health care system aiming to provide care on equal terms to all residents.
and other aspects of Pca care, including waiting times, patterns of work-up, diagnostics and treatment as well as outcome. 7, 8 The aim of this study was to examine associations between indicators of SES and quality indicators of Pca management, and Pca and all-cause mortality by use of data in a nationwide, population-based cohort in Sweden.
Materials and methods

Study population
We conducted a cohort study of men with Pca diagnosed between 2007 and 2014 and registered in the National Prostate Cancer Register of Sweden (NPCR). : low-risk (local clinical stage T1-2, Prostate-specific antigen (PSA) <10 ng/mL and, Gleason score (GS) 6), intermediate-risk (T1-2, Gleason score 7 and/or PSA 10 to <20 ng/ml), high-risk (T3 and/or Gleason score 8-10 and/or PSA 20 to <50 ng/ml), regionally metastatic (T4 and/or N1 and/or PSA 50 to <100 ng/ml in the absence of distant metastases (M0 or Mx)) and distant metastases (PSA 100 ng/mL or M1). Further risk categories that we applied in specific analyses were very low-risk (age <75, cT1, Gleason score (GS) 6, PSA <10 ng/ml, PSA density <0.15, number of biopsy cores positive for cancer 4, cancer extension at biopsy <8 mm) and very high-risk (T4, 50 PSA < 200 ng/ml, any N, M0). 9 In May 2016, NPCR was linked to the Prescribed Drug Registry, the Patient Registry, the Cause of Death Register, the Longitudinal database on socioeconomic factors (acronym in Swedish LISA) and the Register of Total Population and Population changes to generate Prostate Cancer data Base Sweden (PCBaSe) RAPID. As previously described, Charlson Comorbidity Index (CCI) was calculated based on discharge diagnoses in the Patient Registry by use of 17 groups of diseases with each diagnosis assigned a specific weight (1, 2, 3 and 6) and the sum of these weights resulted in three levels of CCI: 0 for no comorbidity, 1-2 for mild to moderate, and 31 for severe comorbidity. 12, 13 Information on educational level, annual disposable income, and marital status was retrieved from the LISA database. Men were categorized according to the highest attained level of education, into low (<10 years mandatory school), intermediate (10-12 years high school), and high (university or college). Annual disposable income was defined as personal income reported in the year preceding the Pca diagnosis, and assessed in quartiles. Marital status was also retrieved from the year before Pca diagnosis. A number of end-points associated with quality of care were used including adherence to recommendations in the Swedish National guidelines for Pca issued in 2007 regarding treatment selection, execution of treatment, and Pca and all-cause mortality was also assessed by use of data in The Cause of Death Registry.
Statistical analyses
Logistic regression models were used to estimate univariable and multivariable odds ratios (OR) and 95% confidence intervals (CI) for the events of interest. Adjustments were made for age at diagnosis, calendar year of diagnosis, CCI, region of residence and Pca risk category. In addition, cumulative incidence of Pca mortality and all-cause mortality was calculated as competing risk stratified for age (below or above 65 years), CCI (0, 1) and education level and income. Men were at risk from diagnosis until death or until end of follow-up at December 31, 2014, whatever event that occurred first. Gray's test was used for comparing differences in mortality according to SES.
Results
Baseline characteristics
Of the 74,643 men in the study, a majority were below age 70 at date of diagnosis (54%), had CCI 0, that is, no known comorbid conditions (74%) and had a low or intermediaterisk Pca (58%) ( Table 1) . Men in the highest income quartile had a higher proportion of low-risk Pca compared to men in the lowest quartile of income (39% vs. 18%). Conversely, distant metastases were less common in men with highest income (6%) compared to men with lowest income (19%). In the full study group, educational level was low for 35% of the men, intermediate for 39%, and high for 25%, and 66% of men were married at the time of diagnosis. Median follow-up was 3.3 years [IQR 1,5-5.3] and 101 men (<1%) were lost to follow-up. Similar patterns were found according to educational level (Supporting Information, Table 1 ).
What's new?
Even in Sweden, with publicly financed health care, higher socioeconomic status gives people a leg up when it comes to surviving cancer. Why? Here, the authors attempt to tease out associations between income, diagnosis, treatment and mortality. Men with higher incomes, they found, were more likely to have PCa detected in a routine checkup, had shorter wait times for prostatectomy and survived more often. Some of this can be attributed to better general health among wealthier men, but high SES men were also more likely to receive treatment even when the cancer was high risk, and guidelines did not recommend curative treatment.
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Tomic et al. Men in the highest income quartile were more likely to receive a Pca diagnosis after PSA testing as a part of a health check-up than men in the lowest quartile, odds ratio (OR) 1.60 (95% CI 5 1.45-1.77), less likely to receive a diagnosis of advanced Pca (OR 0.57; 0.54-0.60), of waiting >3 months to radical prostatectomy (OR 0.77; 0.69-0.86), and of having a waiting time to start of radiotherapy exceeding the median (OR 0.81; 0.68-0.96) (Fig. 1a) . However, men with the highest incomes and very low-risk Pca were not more likely to receive active surveillance, the recommended treatment for very low-risk Pca, than men with lowest incomes (Fig. 1b) . In contrast, men with high education were more likely to receive active surveillance than men with low education, OR 1.28 (1.06-1.55).
Men with high income were also more likely to receive curative treatment for intermediate and high-risk Pca, OR 1.77 (1.61-1.95), more likely to receive curative treatment for very high-risk Pca, OR 1.48 (1.07-2.05), and less likely to have positive surgical margins at prostatectomy (incomplete resection of the cancer on histopathological assessment of prostatectomy specimen), OR 0.80 (0.71-0.90).
There was a statistically significantly lower Pca mortality after 6 years of follow-up in men with CCI 0 of all ages with highest income compared to lowest in the risk categories Pca: prostate cancer; AS: active surveillance, curative tx: curative treatment (either radical prostatectomy or radiotherapy), GnRH: gonadotropin releasing hormone agonist, RP: radical prostatectomy, RT: radiotherapy; Educational level: low 5 compulsory school, <10 years; intermediate 5 upper secondary school, 10-12 years; high 5 college or university, >12 years; Quartile of disposable income: Q1 lowest -Q4 highest; Risk categories: very low-risk (T1c, Gleason score (GS) 6, Prostate-specific antigen (PSA) <10 ng/ml, PSA density < 0.15, number of biopsy cores positive for cancer 4, cancer extension at biopsy <8mm), low-risk (T1-2, PSA <10 ng/mL and GS 6), intermediate-risk (T1-2, Gleason score 7 and/or PSA 10 to <20 ng/ml), high-risk (T3 and/or GS 8-10 and/or PSA 20 to <50ng/ml), very high risk (T4, PSA 50 to <200 ng/ml, any N stage, M0), regionally metastatic (T4 and/or N1 and/or PSA 50 to <100 ng/ml in the absence of distant metastases (M0 or Mx), and distant metastases (PSA R100 ng/ml or M1); Advanced prostate cancer includes the risk categories of highrisk, locally advanced, regionally metastatic, and distant metastases.
Tomic et al. Figure 2 . Prostate cancer and all-cause mortality by income, age and prostate cancer risk category in men with Charlson Comorbidity Index 0. Pca: prostate cancer; Quartile of disposable income: Q1 lowest -Q4 highest; Risk categories: very low-risk (T1c, Gleason score (GS) 6, Prostate-specific antigen (PSA) <10 ng/ml, PSA density < 0.15, number of biopsy cores positive for cancer 4, cancer extension at biopsy <8mm), intermediate-risk (T1-2, GS 7 and/or PSA 10 to <20 ng/ml), high-risk (T3 and/or GS 8-10 and/or PSA 20 to <50ng/ml), and very high risk (T4, PSA 50 to <200 ng/ml, any N stage, M0); p from Gray's test.
high-risk and metastatic disease and in men above age 65 also among those with intermediate risk and regionally metastatic disease (Fig. 2) . Similar, but smaller differences were also observed in men with CCI 1 and higher and also according to educational level ( Supporting Information, Figs. 1-3 ). All-cause mortality was substantially lower in men with high SES, for example, in men above age 65 with CCI 0 and lowrisk Pca, all-cause mortality was two-fold lower in men with highest compared to lowest income (12% vs. 30%, p < 0.001).
Discussion
In this population-based register study in Sweden of men diagnosed with Pca between 2007 and 2014, there were statistically significantly higher probability of low or intermediaterisk cancer characteristics and higher diagnostic and treatment intensity in men with high compared to low SES assessed by income and educational level, with the strongest differences observed for income. There was modestly lower Pca mortality in men with high SES whereas all-cause mortality was substantially lower in men with high SES.
Strengths of our study included the nationwide setting encompassing 75,000 men with Pca with virtually complete follow-up. 9, 11 In addition to comprehensive information on SES, Pca management and outcomes, data on several potential confounders were available, including comorbidity and marital status. In contrast to earlier studies of this topic, we had access to individual level information on SES indicators. Several limitations need mentioning. The use of income and educational level as indicators of SES do not cover all aspects of SES in relation to health. Income is affected by retirement, with less marked differences after retirement, and as a majority of men in this study were above age of retirement this likely attenuated the association between income and pattern of care and mortality. High educational level is associated with high health awareness and ability to navigate the health care system. Both income and education have been widely used in previous studies on social gradients in health care delivery and outcomes. In our study, these measures yielded similar risk estimates with somewhat stronger associations for income. In the absence of data, we were unable to address the effects of other factors such as life style, health beliefs and awareness, and health care seeking behavior. To assess comorbidity, an index based on conditions requiring hospital admissions identified in the in-patient register was used, which likely underestimated the comorbidity burden.
Socioeconomic differences in disease management and outcomes have been reported in studies conducted in a large variety of settings. 16, 17 Mechanisms contributing to social gradients in cancer management and prognosis remain incompletely understood, but have been discussed in relation to characteristics of the disease, the host and the health care system. 18 Cancer characteristics include both biological features and stage at diagnosis with more advanced disease at presentation more common in disadvantaged groups often hypothesized as the main driver of socioeconomic inequalities in survival. 19 In addition, results from our previous study showed differences in cancer survival according to SES also within a specific risk category. 20 Host characteristics are also likely to affect outcomes. Comorbidity burden is generally higher in men with low SES. A poor general health is associated with frailty and impaired host resistance, precluding intensive treatment. Furthermore, life style factors that compromise health including smoking, physical inactivity and obesity are more prevalent in women and men with low SES. Health care-seeking behavior and patient-clinician interactions are also factors associated with SES that influence management and outcomes. Finally, adherence to treatment and acceptance of surgical risks may differ by SES. 21 Timely access to and provision of high quality cancer care is a key determinant for cancer outcomes. In our study, men with high SES, and in particular men with high income, had significantly shorter waiting times, more frequently received treatment with curative intent, and had better short-term surgical outcomes. Furthermore, men with high SES and intermediate and high-risk Pca were more likely to receive curative treatment as recommended by prostate cancer guidelines 6, 22, 23 in line with findings in previous studies, for example, men with high SES in the UK and the US were more likely to undergo surgery. 24, 25 More men with high SES and very high-risk Pca in our study received treatment with curative intent than men with low SES, despite the absence of guidelines recommending this treatment.
One aspect that countered the benefit of the more active attitude toward Pca detection and treatment is that more men with high SES received an overdiagnosis, that is, a diagnosis of a cancer that would never have caused any symptoms even without treatment.
There were modest differences in Pca mortality according to SES after 6 years of follow-up with a lower mortality in men with high income, with the strongest difference in men above 65 with no other comorbidities. 6 Given the long disease trajectory in men with localized Pca, 6 years of followup is a too short time period to assess outcome for men with low-and intermediate-risk Pca. As expected and corroborating results from previous studies, all-cause mortality was much lower in men with high compared to low SES.
14,15
Conclusions
Consistent differences according to SES in presentation, waiting times, treatment selection and execution and Pca and allcause mortality were found in men with Pca in Sweden, a country with a tax-financed health care system aiming to provide equal care to all residents. While the reasons for these inequalities in cancer care according to SES remain unknown, these findings underscore the importance of adherence to guidelines to ensure optimal and equal care for all patients diagnosed with cancer.
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